drainage the patient's breathing improved and she was discharged home. However, she returned 3 weeks later with increasing shortness of breath. A repeat echocardiogram showed a small pericardial effusion (0.5 cm) and thoracic computed tomography (CT) revealed a dissecting aneurysm of the ascending aorta and aortic arch ( Figure  1 ). This was judged inoperable and she died 3 days later. J R Soc Med 1999;92:638-639 COMMENT As a complication of aortic dissection, haemorrhage into the pericardial sac with resultant cardiac tamponade is usually sudden and rapidly fatal1. We report a case in which the haemopericardium was chronic rather than acute.
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CASE HISTORY
A previously fit and healthy woman aged 89 years gave a 5week history of increasing shortness of breath and nonproductive cough without orthopnoea or paroxysmal nocturnal dyspnoea. 3 weeks ago she had had an episode of lower thoracic back pain, resolving over a few days, with poor appetite and some weight loss. On admission she was tachypnoeic with a temperature of 38.3°C. Pulse rate was 90/min, blood pressure 100/60mmHg with 15 mmHg paradox. All peripheral pulses were present and symmetrically equal; she had a pansystolic murmur radiating to the axilla, and on abdominal examination there was smooth 3 cm hepatomegaly. An electrocardiogram showed sinus rhythm with a low-voltage QRS complex and on chest radiography the heart was enlarged and globular. A transthoracic echocardiogram demonstrated mild mitral and aortic regurgitation and a large concentric pericardial effusion (2.3 cm) causing collapse of the right ventricle in diastole. Although the ascending aorta was visualized there was no evidence of dissection. Full blood count, urea and electrolytes, thyroid function tests and bone profile were all within the normal range except for an alkaline phosphatase of 1028 U/L (normal 70-330) and erythrocyte sedimentation rate (ESR) 88 mm in the first hour.
Rheumatoid and lupus screens were negative. Abdominal ultrasound showed a dilated inferior vena cava and congested liver. 400 mL of heavily blood-stained pericardial fluid was aspirated. This contained no malignant cells and grew no organisms. The pericardial effusion was attributed to an occult carcinoma. After Acute rupture into the pericardial sac is the most frequent cause of death in dissecting aneurysm (up to 60% of cases)2, and the chronic (5-week) presentation of our patient was exceptional. We have found only three previous cases of chronic haemopericardium secondary to aortic dissection, reported in French3. In our patient, bleeding into the pericardial sac might have been sudden, with subsequent thrombus formation and temporary healing of the intimal tear. Alternatively, the effusion could have accumulated gradually as an exudate around the intimal tear.
The weight loss and high ESR suggested a malignant or infectious cause for the patient's haemopericardium; however, these features have been reported previously in aortic dissection1. The French cases of chronic haemopericardium secondary to aortic dissection were likewise initially misdiagnosed as myocardial infarction, infective endocarditis and tuberculous pericarditis.
Thus, aortic dissection should be considered in the differential diagnosis of chronic haemopericardium. Additionally, this case highlights the limitation of transthoracic echocardiography, with its low sensitivity (60%) for diagnosis of aortic dissection. Our patient had four transthoracic echocardiograms yet none showed a dissecting aneurysm. Transoesophageal echocardiography, CT Only eleven cases of appendico-cutaneous fistula have been reported so far1l4. We describe a case where a fistula formed between the appendix and the anterior abdominal wall.
A man aged 79 was admitted with a painful swelling in his right groin of seven days' duration. He also gave a history of feeling unwell, malaise and fever with rigors. He had undergone a right inguinal hernia repair 50 years earlier. His medical history included rheumatoid arthritis, myelodysplasia and well-controlled polymyalgia rheumatica and he was taking prednisolone 5 mg and co-amilofuse 5/40 two tablets daily.
His temperature was 38°C and his pulse rate was 1 10. There was a tender red swelling approximately 2.5 cm in diameter, with a small central necrotic area, just above the previous inguinal hernia repair scar. Abdominal examination was otherwise unremarkable. Apart from a neutrophil leucocytosis (white cell count 42.6 x 109/L), haematological and biochemical tests were normal. A pyogenic abscess was diagnosed and the lesion was incised and drained. However, it did not heal and began to discharge faeculant material. Small-bowel meal and follow-through showed a fistulous tract from the right colon to the anterior abdominal wall. A fistulogram showed a narrow tract leading, possibly through the appendix, to the caecum (Figure 1) . On colonoscopy the caecum was normal. When the patient was readmitted later for operative management of the fistula it was apparent that the tip of a long appendix was herniating through the abdominal wall (Figure 2) . At laparotomy the appendix was dissected out and an appendicectomy was performed. The fistulous tract in the abdominal wall was then excised and left to heal by secondary intention. On histological examination the appendix had no features of inflammation or ischaemia, and there was no faecolith.
COMMENT Appendico-cutaneous fistula is believed to result from perforation of the appendix onto the anterior abdominal wall, as a result either of acute appendicitis or of faecolith obstruction of the appendix5. In 
